Experience of the Southport Spinal Injuries Centre in reestablishing ventilator dependent patients back in their own homes has confirmed the view that such level of disability need not prevent people from returning to the community and start living again. Convincing the carers in the community and abolishing the traditional boundaries between hospital and community appear to be the fundamental prerequisites. Increased use of advanced assistive technology will enable these disabled people to have more acceptable control of their lives.
Introduction
It has been the experience of spinal injury centres all over the world that more and more people with high tetraplegia are sur viving to reach specialised centres, mainly due to improved standards of immediate care at the scene of the accident and informed and positive management in acci dent departments. It is now widely ac cepted 1.2 that ventilator dependence in tetraplegia should not prevent disabled peo ple from returning to their own homes and starting to live again.3 The first such patient was admitted to this centre 10 years ago and since then 16 such people have returned home and are now living with a very acceptable level of autonomy and quality of life. The purpose of this paper is to explore the experience of the staff involved at the Southport centre in returning people to their home environment.
The referral pattern
Though not strictly relevant to this discus sion it is important to note that there are patients who do not reach spinal injury centres with expertise in ventilator manage ment. There are at least 4 such people part of the NHS in Britain. It has been the experience of the staff in our centre that these nurses cannot really take on a great deal more than that which they undertake as a routine. The conclusion was reached almost 10 years ago that relatives are the only source of continued support and reliab ility. Relatives will accept quite complicated procedures if they are themselves part of the care pattern that is planned and evolved in hospital and then continued at home. Com munity nurses and doctors accepting the challenge is a slightly slower process and much of the credit for this must undoubtedly go to the relatives.
Professionals working in healthcare de livery are far behind industry at large in harnessing high technology. 6 Much is now available to control the environment, em bark on learning systems and improve em ployment prospects using infrared and voice activated systems to control and manage computer based systems, robots and other manipulators. It is also important to realise that no longer is it necessary for a key worker to be in the centre of an expensive city centre. A disabled person, connected to a ventilation system can design machinery or buildings, manipulate the stock market, direct the finance using voice operated computers and data transfer systems and still remain in his home. It is a fundamental £25,000-30,000 is spent installing a modern computer based environment system, con siderable savings are still made.
The fundamental step, therefore, is com prehensive negotiation between profession als, social services, industrialists and doc tors, but above all with the patient and the relatives. What is really needed is an en lightened, honest, adventurous yet realistic team prepared to see disability as a family matter rather than as an interesting exercise in nursing, physiotherapy or any other conventional discipline. Relatives would agree with professionals if they receive proof that caring for their disabled relative is something that is undertaken together and that the traditional barrier between hospital and community should be abolished. Dis abled people belong to their homes. It is the duty of those involved in spinal care to keep them there and to provide for their needs there and not in the sterile atmosphere of a hospital. Such a realisation is at the very centre of the entire process. The team and the relative must have a very close relation ship from the start and this relationship must be fostered and developed into a trusting mutual bond. Information is the basis of such trust and there are three essentiai working rules: (1) communications must always be truthful; (2) information should not frighten; and (3) 
Conclusion
There is need for detailed and comprehen sive planning by a dedicated multidisciplin ary team for reinstallation of ventilator dependent patients in their own homes. It is essential that the health authorities are convinced that such an exercise is justifiable not only on humanitarian but on economic grounds. It has been shown that such profoundly disabled people can be cared for in their own homes safely and with quality of life.
